Introduction
Weight stigma has been defined as negative attitudes towards people who are overweight or obese, and frequently involves stereotyping people as lazy, sloppy, less intelligent and unattractive. 1 Weight stigma has considerable negative health effects 2 and is common in healthcare. 1 In a recent study, 81% of physiotherapists believed that weight management is part of their scope of practice and 85% reported that they used weight management strategies with their patients. 3 Considering the prevalence of weight stigma in healthcare, and the focus by physiotherapists on weight management, physiotherapists require an understanding of their own attitudes towards people who are overweight and, if they are negative, to ensure that they do not harm their patients with these attitudes. Therefore, the aim of this study was to identify whether physiotherapists demonstrate weight stigma and the potential effects of this on patient treatment. For the purposes of this article behaviour that is stigmatising or biased is termed 'discriminatory behaviour' or 'discrimination'. The causes, and health outcomes, of being overweight or obese are complex and less well understood than commonly thought. Gard and Wright 4 demonstrated the limitations of a simplistic energy-in versus energy-out (diet and exercise) approach to weight management. Cochrane reviews have also shown that exercise 5 and diet 6 have, at best, only small effects on weight.
Multiple factors other than diet and exercise may determine adiposity. 7, 8 The relationship of body weight to health is also not as clear as often thought, as shown in a large systematic review (n = 2.88 million) demonstrating that people of 'normal' weight (by body mass index, BMI) have the same mortality rate as people who are 'moderately obese' and a higher mortality rate than people classified as 'overweight'. 9 The commonly held beliefs that weight is primarily under individual control through diet and exercise, and that high BMI necessarily means ill-health, are considered by some authors to be a consequence of weight stigma and perhaps a factor that perpetuates it. 10 Weight stigma is prevalent, with levels similar to those of racism and sexism. 11 Moreover, it is increasingly prevalent, with levels of perceived discrimination having almost doubled in the past decade or so. 11 Discrimination has been demonstrated in areas such as employment, education and health, 1 is more common in women, 12 and increases with the level of obesity. 13 Both explicit (overt) and implicit (more subtle) weight stigma has been shown to predict discriminating behaviours. 14, 15 Puhl and 17 This perspective has been shown to be unfounded, 18 as weight stigma negatively influences motivation to exercise, 19 reduces the healthcare seeking behaviours of people who are obese, 20 and is positively correlated with increased disordered eating. 21 Much of the study of weight stigma has focused on health professionals, with the topic receiving considerable media and research attention over the past 10 years. 1 People who are overweight state that they are treated differently by health care providers. 22 A study of 2284 doctors showed both explicit and implicit weight stigma, 23 and other health professions perform similarly when tested on weight stigma, including: nurses, 24 exercise scientists, 25 and dieticians. 26 Despite the size and impact of the physiotherapy profession, 27 there has been little investigation of physiotherapists' attitudes towards weight. Sack and colleagues 28 reported that physiotherapists had neutral attitudes to people who are obese, despite finding that over 50% of the physiotherapists who were studied believing that people who are obese are weak-willed, non-compliant and unattractive. These results suggest that physiotherapists do possess negative stereotypes of overweight people and may exhibit weight stigma. To the authors' knowledge no study more specific to weight stigma in physiotherapists has been conducted. This research addressed this gap in the literature. The research questions were:
1. Do physiotherapists demonstrate explicit weight stigma?
2. Do physiotherapists demonstrate implicit weight stigma?
Method

Design
This cross-sectional study used an online survey formatted in Qualtrics software. A pilot study was completed by a convenience sample of 13 physiotherapists (age range 23 to 55 years; from musculoskeletal, paediatric, women's health and neurology specialty areas) to confirm blinding, assess for errors and to gauge physiotherapists' thoughts about undertaking the survey. Minor changes were made in response. Participants consented to completing the survey after reading an information sheet. The survey is presented in Appendix 1 (see eAddenda). The survey consisted of demographic questions, the pre-existing Anti-Fat Attitudes questionnaire developed by Crandall, 29 and three custom-built case studies (see Figure 1) . Completion of all sections of the survey was not compulsory. Blinding of respondents to the fact that BMI was the main variable of interest was necessary for the case study section of the survey because it aimed to measure implicit (more hidden/subtle) stigma. To ensure blinding, information given to participants before the study mentioned only attitudes generally, not weight. The case studies were presented before the Anti-Fat Attitudes questionnaire with no option to review retrospectively. Furthermore, the case studies presented a number of patient characteristics including weight, so that the participants were unaware of the variable of interest. Blinding was confirmed in the pilot study. Explicit weight stigma was measured by the total score of the Anti-Fat Attitudes questionnaire, as well as the score on each of the three subscales: Dislike, Fear and Willpower. The Anti-Fat Attitudes questionnaire was chosen for its psychometric rigor, 30 its use in other studies investigating health professionals, [31] [32] [33] and the suitability of the questions. The Dislike subscale measures aversion towards overweight people, the Fear subscale measures fear of one's own body weight increasing, and the Willpower subscale measures the level of personal control ascribed to body weight. Cronbach's alphas were: Dislike (0.81), Fear (0.78) and Willpower (0.73). The Anti-Fat Attitudes questionnaire has 13 questions scored on a Likert-type scale from 0 to 8, with any score greater than zero indicating weight stigma. Wording was adapted slightly without altering meaning to make the questions suitable for professional Australian participants. For example, 'If I were an employer looking to hire, I might avoid hiring a fat person' was changed to 'If I were an employer, I might avoid hiring an overweight person'. All Anti-Fat Attitudes questionnaire items are presented in Appendix 1 (see the eAddenda). Implicit weight stigma was measured using participants' responses to three case studies, which are presented in Appendix 1 (see the eAddenda). Comparisons were made between cases, which were identical apart from BMI category (normal or overweight/obese), and free-text responses were analysed thematically. Case studies were chosen because they have clinical relevance and can investigate implicit attitudes. Other measures such as implicit attitudes tests are available, but their ability to predict behaviours is contested. 34 The case studies were designed to be typical presentations of various physiotherapy patients from a number of clinical areas, so that most physiotherapists would feel qualified to comment on them and no one clinical discipline was given preference. The clinical cases were designed by a physiotherapist with 18 years of clinical experience (the primary author). Feedback from the pilot study confirmed similarity of the cases to real physiotherapy patients. Questions were designed to detect differences in treatment of people of different BMI categories with dependent variables such as (hypothetical) length of initial treatment and amount of hands-on treatment time. These clinical parameters were based on dimensions outlined by Stone and Werner, 26 who identified that treatment of people who are overweight varied from those of normal weight in three areas: instrumental avoidance (eg, shorter sessions), professional avoidance (eg, less energy/effort) or interpersonal avoidance (eg, negative tone, evasive verbal and body language). Figure 1 . Survey flow and system of random allocation (by survey software) into case study presentations.
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Participants, therapists, centres
Qualified Australian physiotherapists were recruited via the Australian Physiotherapy Association eBulletins and twitter posts, and through the primary author's professional networks. A number of measures were employed to ensure a good response rate: snowballing was encouraged, an incentive prize was offered for participation and the survey was kept as brief as possible. The exclusion criteria were: not being a qualified physiotherapist, not identifying as Australian and prior knowledge of the research topic.
Data analysis
A priori calculations estimated that 180 participants were required for sufficient power for the case study comparisons. Power was set at 95%. Descriptive statistics were calculated for the Anti-Fat Attitudes questionnaire and its subscales. For the case studies, after assessing assumptions of normality, comparisons were made using independent sample t-tests to determine the effect of the independent variable (normal or overweight/obese BMI) on parametric dependent variables. Mann-Whitney and chisquared tests were used for comparisons where data were not normally distributed. Demographic data were used to control for confounding factors such as years of experience or area of clinical expertise. Analysis of the free-text responses used a theoretical thematic and count approach. 35 After all of the data were analysed using manual coding, responses that had comments relevant to the research topic were selected as a subset (these were all responses to case studies of patients who were overweight). Three of the authors, including two psychologists (BW, LJ) and one physiotherapist (JS), identified common themes relevant to the research topic in this subset. These themes were subsequently explored in the context of current literature on weight stigma.
Results
Flow of participants through the study
A random sample was not taken for this study, but the demographic data presented in Table 1 show that the participants represented a broad range of physiotherapists similar to national statistics. 36, 37 The sample was similar to national statistics in age, gender and area of specialty distribution, but had slightly more rural participants, more years of experience and some differences in employment sector distribution. A total of 324 surveys were commenced and 265 remained after removing responses with insufficient demographic information (n = 1), countries other than Australia (n = 13) or without any responses to at least one case study (n = 45). A total of 520 case studies were completed. Although responding to all questions was not mandatory, there were less than 3% incomplete responses to quantitative questions (including the Anti-Fat Attitudes questionnaire) and 31% for freetext responses, which was sufficient for all power calculations.
Do physiotherapists demonstrate explicit weight stigma?
Anti-Fat Attitudes questionnaire results, presented in Figure 2 , indicated negative attitudes by the participants towards people who are overweight, with a mean item score of 3.2 (SD 1.1), where results greater than zero indicate weight stigma. 29 These results are considerably higher than other Australian and international Anti-Fat Attitudes questionnaire findings from 2001, 38 and similar to Australians tested in 2007. 32 The Willpower subscale had a mean item score of 4.9 (SD 1.5) and the Fear subscale a mean item score of 3.9 (SD 1.8), which were relatively higher mean scores than the Dislike subscale of 2.1 (SD 1.2). This finding of overtly negative attitudes towards people who are overweight or obese indicates that physiotherapists demonstrate explicit weight stigma.
Do physiotherapists demonstrate implicit weight stigma?
There was minimal indication in the clinical parameters tested in the case studies, such as the total treatment time or the handson treatment time, that patients in different BMI categories would be treated differently. These data are presented in Tables 2, 3 and 4. The only differences that reached significance were three (6%) of the answers to questions about types of treatment likely to be given. This indicates a minimal difference in (hypothetical) treatment of patients due to the BMI. Of note, however, for case study 2, general health advice was prescribed in 46% of the obese patients, which was significantly greater than 24% in the normal weight case study presentation (p < 0.01). This could indicate implicit weight stigma, in that physiotherapists may assume patients who are obese are less well informed about general health a from independent sample t-tests with p < 0.05 as significant. than their normal weight counterparts. There was no indication of implicit weight stigma in findings from participants' responses to questions (for wording see Appendix 1) about their level of professional satisfaction (p = 0.45) or enjoyment (p = 0.98) when treating patients in the case studies, with no difference found between normal and overweight patients. However, when participants were asked to rate how similar they felt to case study patients, participants felt more similar (p = 0.05) to patients who are overweight (mode 'not similar') in comparison to normal weight (mode 'not similar'). Feeling similar to someone has been correlated with liking them, 39 so this finding on its own would not indicate negative attitudes, although this may fit with the 'jolly fat' stereotype, 40 so may indicate weight stigma.
Analysis of the two questions requiring free-text responses identified that conversations about weight are likely to occur. One hundred and eighteen (59%) of free-text responses to case studies for patients who were overweight mentioned weight management as part of their treatment or referral strategies. From this subset of 118 responses, five themes were identified that indicated implicit weight stigma: negative language when speaking about weight in overweight patients (n = 41, 35%); focus on weight management to the detriment of other important considerations (n = 12, 10%); weight assumed to be individually controllable (n = 69, 58%); directive or prescriptive responses rather than collaborative (n = 96, 81%); and complexity of weight management not recognised (n = 98, 83%). The first theme was illustrated by negative terms used about body weight: a patient who was overweight had a 'weight issue/weight problem' that 'needed to be/must be/should be' 'managed/addressed'. The second theme was most evident in the case study of the patient in an aged care setting. Weight management was often mentioned for this patient with a reduced focus (in comparison to the normal weight presentation) on other important factors such as social support. The third theme (assumed controllability of weight) was evident in that diet and/or exercise were almost the only weight management strategies mentioned. The fourth theme of directive communication was demonstrated in the choice of language such as 'speak to them about weight management' or 'he should lose weight'. Finally, the fifth theme identified a lack of recognition of the complexity of weight management. Specifically, only three (3%) responses questioned BMI as a measurement of adiposity or health, three (3%) mentioned weight management strategies other than diet or exercise (referral to GP, referral to naturopath, mood), and six (5%) responses considered the psychological sensitivity of weight.
Discussion
This paper explored whether physiotherapists demonstrate weight stigma and whether this might negatively influence patient treatment. The total Anti-Fat Attitudes questionnaire scores indicated that physiotherapists, in line with studies on many other health professionals, 1 demonstrate explicit weight stigma.
[ ( F i g u r e _ 2 ) T D $ F I G ] The scores on the subscales provided more insight into the nature of this stigma and its likely implications for behaviour towards patients who are overweight. The Dislike subscale had a relatively low score, however responses were notably high in answer to the question 'If I were an employer, I might avoid hiring an overweight person', suggesting that physiotherapists' negative attitudes may result in discriminatory behaviours. In contrast, the quantitative responses to the case studies showed little evidence of discriminatory behaviours. In fact, responses to one question (feeling similar to a patient) indicated a greater liking of patients who were overweight. A similar effect is noticeable elsewhere in physiotherapists' attitudes. 28 This apparent contradiction is possibly explained by the 'jolly fat stereotype', 40 which fits with the stereotype content model. 41 Participants also scored relatively highly on the Fear subscale, which measures negative attitudes towards one's own body weight. Importantly, these attitudes have previously been correlated with discriminatory behaviour 42 and thus have become a recent focus of intervention studies. 43 Participants scored most highly on the Willpower subscale, indicating that physiotherapists are likely to blame people for their body size. 29 This is a common component of weight stigma and, as a result, a number of intervention studies have attempted to address this issue. 44, 45 Whilst these intervention studies generally showed that these beliefs are modifiable, weight stigmatising attitudes overall are not reduced. 45 For this reason intervention studies are now beginning to focus elsewhere.
46
The free-text responses to the case studies provided insight into physiotherapists' attitudes towards weight in a clinical context, giving further indication of whether physiotherapists were likely to demonstrate discriminatory behaviours. The questions did not directly address weight, and thus the participants were likely to have discussed weight relatively uninfluenced by the researchers' expectations. A total of 113 participants (96% of the subset with references to weight) demonstrated some element of the five identified weight stigma themes. These forms of weight stigma align with stigmatising experiences reported by overweight patients. 24, 47 Generally, most participants' responses were prescriptive or directive and it was rarely acknowledged that a two-way conversation with patients was needed. Broader discussions that considered the complexity and/or sensitivity of the subject of weight were evident in only rare responses that considered patients' prior knowledge, for example: 'her weight issues . . . the patient could already be addressing those issues'. Although explicitly negative responses were unusual, they provide insight into some of the attitudes that may underlie the more subtle stigma expressed more commonly. These explicit responses included stereotyping of laziness, for example: 'less likely to be compliant due to BMI' and assumptions of necessary ill health, for example: 'she is way too heavy . . . on a one-way train to a poor quality of life and a short one at that'.
Overall, the analysis of the free-text responses shows that physiotherapists have a number of ways of responding to a patient who is overweight or obese. Nevertheless, the most common responses were simplistic, implicitly negative and prescriptive advice. It was rare for responses to indicate a more complex consideration of weight or explicitly negative/stereotyping attitudes. These findings align with literature about other health professionals. 1 Further study is needed to clarify the nature of these attitudes and how they play out in clinical settings. There were a number of limitations to this study. Bias may have been introduced due to recruitment through professional contacts. However, this is likely to have had a minimal effect due to the small number of people recruited in this way (n = 10, if all participated this represents 3.8%) and to the primary author ensuring that these contacts had no prior knowledge of the nature of the research topic. Whilst responses could have been made mandatory to progress through the survey, this may have reduced the sample size by discouraging some participants from completion. The incomplete surveys were unlikely to have had a strong effect, as most participants completed all questions and there was a relatively large sample size. Although the Anti-Fat Attitudes questionnaire and case studies are both commonly used and standard methods of looking at attitudes, they are inexact measures of attitudes and have limits in application to actual discriminatory behaviours. The case study format may have lacked sensitivity in examining the more subtle forms of discrimination that are likely to be the clinical manifestations of weight stigma. 26 The uniformity of the responses suggests that physiotherapists may have very set answers to these types of questions, which may not reflect actual clinical behaviour. Future studies could test the variables in a more direct way (such as conducting focus groups or direct observation of clinical encounters).
This research begins a critical conversation about physiotherapists and weight stigma. The findings show that Australian physiotherapists demonstrate weight stigma, especially in the explicit form, and that this has the potential to negatively affect physiotherapy treatment in patients who are overweight or obese. This conversation is not new to health as it has been the focus of considerable popular and academic discourse in the past decade or so. When examining the physiotherapy profession reflexively there are intrinsic elements that may mean that physiotherapists are not currently well equipped to consider the psychological aspects of being involved in discussions about body weight. Firstly, physiotherapists tend to use a 'treater' or educator approach rather than a collaborative or empowering approach. 48 In relation to body weight this means that physiotherapists may give advice to the patient that is not relevant or may inadvertently cause offence because the patient already knows. Furthermore, physiotherapy has been criticised from within the profession for lacking selfreflection. 49, 50 With regards to weight, this means that physiotherapists may not detect whether their attitudes affect their patients. Clinically, it is suggested that physiotherapists consider implementing the following evidence-based strategies to minimise the negative effects of weight stigma on their patients. There may be value in physiotherapists reflecting on their own attitudes towards patients who are overweight. 49 Stereotyping of patients who are overweight or obese should be avoided, including making assumptions about patients' healthcare practices and knowledge. 51 Fostering a collaborative environment that moves beyond patient education may reduce the effects of stigma on patients. 52 Support or advice could be sought if physiotherapists have difficulty understanding how their attitudes may affect patients.
What is already known on this topic: Healthcare clinicians often ascribe overweight or obese people with negative characteristics, such as laziness or low intelligence. Such weight stigma has considerable negative health effects. The prevalence of weight stigma among physiotherapists has not been extensively investigated. What this study adds: Many physiotherapists demonstrate weight stigma, both explicitly but also implicitly in their treatment choices. Physiotherapists could reflect on their own attitudes towards people who are overweight.
Note: Readers who are interested in assessing their own attitudes towards people who are overweight can complete the Anti-Fat Attitudes questionnaire online and receive a calculated score at the following web address: http://weightstigma. info/ eAddenda: Appendix 1 can be found online at doi:10.1016/ j.jphys.2014.06.020
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